Section of Obstetrics and Gyniecology
President-GILBERT I. STRACHAN, M.D., F.R.C.P., F.R.C.S., F.R.C.O.G. [April 25,11952] DISCUSSION :jTBE PRESENT CONCEPTION OF TRIAL LABOUR Mr. W. Hawksworth: The last meeting on Trial of Labour in this Section took place on May]15 1931 (Proc. R. Soc. Med., 24, 1521 , when a number of Obstetricians presented the results from their various Hospitals. At that time there was still considerable debate as to whether cases of disproportion should be treated by induction of premature labour or by Trial of Labour. Since then I think it can be said there has been a complete swing away from induction of labour for disproportion in primiparous patients to Trial of Labour.
The problem then, as now, was to decide upon a definition of trial of labour. I decided for the sake of this paper to consider as a trial of labour one where at term there was evidence clinical, radiological, or preferably both, of cephalo-pelvic disproportion. This implies that the greatest diameter of the foetal head cannot be made to pass through the plane of least dimension of the pelvic inlet by any method, including examination under anesthesia, posture, or manoeuvres such as that described by Munro Kerr; or that there is radiological evidence of disproportion.
There is considerable confusion of thought in the selection of cases for trial of labour. Too many people have considered the problem only in relation to the size of the pelvis-degrees of pelvic contraction-and seem to have lost sight of the foetal head. In the 1931 discussion, the standard for a contracted pelvis in those cases presented from St. Mary's Hospital, Manchester, was a diagonal conjugate of 4' to 4j". No mention was made of disproportion between the head and the pelvis.
Similar omissions were made in the reports from St. Thomas's Hospital, the General Lying-in Hospital, York Road, and Queen Charlotte's Hospital on that occasion.
It is true that what may appear disproportion to one observer may not be disproportion to another, but surely the answer lies in the management of the case and the ultimate result to mother and baby. If the feetal head cannot be made to enter the maternal pelvis at term by using gravity and manipulative measures (with and without anaesthesia), and other causes of obstruction such as a full bladder and rectum, tumours, placenta previa, etc., are excluded, then in my opinion disproportion exists and the patient is entitled to a trial of labour, unless of course the grossest contraction and grossest disproportion are present. The trial must naturally be an adequate trial without resort being taken early to the easy way out-i.e. Caesarean section. This, of course, is the crux of the problem.
It is my opinion, therefore, that it is quite illogical to consider the pelvis without the baby when trial of labour is discussed. As Munro Kerr and Chassar Moir (1949) state: "Obstetric disproportion means an unfavourable relationship of the feetal head to the maternal pelvis and it is illogical to study the one without the other."
It has been our policy in the Area Department of Obstetrics and Gynecology at Oxford that practically all cases of cephalo-pelvic disproportion are given a trial. In this region, which drains cases over a wide area from five counties, we do not see perhaps the gross disproportions that are encountered in industrial areas of the North, but the pelves represent an average cross-section of those found in the Southern half of England. Moreover, we do have pregnant visitors from these lessfavoured areas to add to the interest of our lives.
From the records of the Department we have extracted those cases in whom there was cephalopelvic disproportion, and who were treated as trials of labour during the years 1948-51. In these four years there were 122 patients submitted to a trial of labour-2 on two occasions-making 124 deliveries in all. Here are the results of the analyses of these cases and of other published series for comparison. OXFORD Year At 1931 RSM Meeting For 1927 , 1929 , 1930 At 1931 RSM Meeting.
For. prev. five years 1932 -1941 Nov. 1949 -Oct. 1950 1948 -1951 Table II .-The figures are uncorrected, as is the policy of our Department. The one stillbirth was a preventable death due to bad obstetrics-a high forceps delivery, and the one neonatal death that occurred on the third day after Cesarean section was shown at autopsy to be due to a congenital biliary cirrhosis of the liver. It can be said that there was no feetal death due to Cesarean section.
The Cesarean section rate is high, 41 -1 % (all lower segment) (and 40-3 % in the UJ.C+1. series), whereas in the Rotunda series only 14-1 % after trial of labour, but 15-4% elective section rate (against 0-82% in our series)-an overall rate of 29-5%. In the Report the Master (Prof. O'Donel Browne, 1950) writes: "The foetal and maternal results suggest we have been too conservative in the use of lower segment Caesarean section. Our foetal and maternal results would undoubtedly have been better had we used section earlier and more fully in the Trial Labour group", and . . . "our regrets are for instances of indecision -and delay rather than any feeling of guilt in operating unnecessarily." During this same period, 1948-1951, there were 263 Cesarean sections for all conditions in the 10,686 cases, an incidence of 2-4% only. This, I think, compares favourably with the published series of any hospital which serves a wide area and takes in all cases, emergencies and otherwise, and where no patient in labour is ever refused a bed.
It may well be argued that the Cesarean section rate is too high in the Trial Labour series. Professor Nixon in his de Lee oration delivered at the Chicago Lying-in Hospital in October, 1950, made a plea for an extension of Cesarean section in the treatment of prolonged labour. Many of the cases under review had a prolonged labour and as a result of our experience I find myself in complete agreement with Nixon (1951) when he states that much harm has resulted from the teaching that delivery must be at all costs per vaginam because the membranes have ruptured. As he says there is a plac'e for the treatment of prolonged labour by Cesarean section. This has been our departmental policy since the days when the Dept. was first founded and, in the years since, it is worth recording that 772 Caesarean sections have been performed, including many grossly infected patients with no maternal deaths from sepsis. This is in no way a plea that treatment of trial of labour or prolonged labour when disproportion is present is by Cesarean section. Far from it, our aim and object has always been to secure a vaginal delivery of a live child without harm to the mother.
In the present series, there were 73 cases who were in labour tnore than twenty-four hours, 27 more than forty-eight, 14 more than seventy-two, and 2 more than one hundred hours.
Of the 73 who were more than twenty-four hours in labour, 31 were delivered by Caesarean section, 31 were delivered by forceps, and 11 were delivered spontaneously.
Thus it is seen that in those in whom labour was prolonged, there were more delivered vaginally than by section, 57% against 42%. Therein lies justification of the trial.
Prolonged Labour in a Trial
In our series 73 cases laboured for more than twenty-four hours, and of these 62 were delivered by operative means, either Caesarean section, or forceps, with no maternal deaths, one stillbirth after forceps due to intracranial hemorrhage, and one neonatal death after Cxesarean section due to a congenital abnormality. The closer attention to fluid balance, better analgesia, the introduction of antibiotics, greater use of blood transfusion and better anesthesia have all played no small part in producing these results.
The use of antibiotics has made it possible to prolong the trial-with greater safety to the baby and to the mother-after rupture of the membranes. Many are loth to allow a labour to proceed longer than a few hours after the membranes have ruptured. In this series 67 patients had membranes ruptured more than twelve hours prior to delivery, 49 more than twenty-four, 23 more than fortyeight, 9 more than seventy-two hours, 3 more than ninety-six hours and 1 more than one hundred and twenty hours, with no loss of feetal or maternal life attributable to sepsis. Thus the scope of a trial has been extended enormously by the judicious use of the chemotherapeutic agents now at our disposal The morbidity rate (judged on B.M.A. standards of 1000 on any two of the readings taken twice daily after twenty-four hours and before nineteen days) was: 8'9%.
Although I have detailed the number of hours some of the patients were in labour before theywere successfully delivered, I do not advocate in any way that a trial of labour should be judged as adequate according to hours in labour. I would point out, however, that it is so easy to consider a trial as adequate when it has scarcely begun, or when the small hours of the morning are reached and the thought of a long day's work ahead prompts an already weary obstetrician to take the easy way out. Some criticism may be made in that in these series many patients were allowed to labour far too long before a decision was made to terminate the labour by Caesarean section, but if decisions had been made earlier many more sections would have been performed and fewer patients would have had successful vaginal deliveries.
The ideal would be that all patients should come to full dilatation with membranes ruptured and adequate uterine forces present-and then the decision would be relatively easy. Though we may have pushed our labours rather far, only 58 of the 95 delivered by operative measures came to full dilatation, 43 of these 58 being delivered by forceps and 15 by CQsarean section. Of the remaining 37 who did not reach full dilatation, 36 were delivered by Caesarean section and one by forceps after incision of the cervix.
In a trial of labour there are several factors which may bring about a disordered uterine action, chief of these being the occipito-posterior position of the foetal head. In this series there were 77 occipito-posteriors (confirmed radiologically and clinically) in the first stage of labour and of these, 27 had an inertia from the beginning of labour-a true primary uterine inertia-18 had fair contractions, later being adjudged as good, and only 32 had a good labour. The only index we have of the efficiency of the uterine action in the first stage is effacement and dilatation of the cervix. Of the 77 occipito-posterior positions at the commencement of labour, 32 had not reached full dilatation when labour was terminated. And at that time, 43 were still in an occipito-posterior position. Of the total number of Casarean sections in the whole series, i.e. 51 out of 124 cases, 35 Cesarean sections (68-6%) were associated with an occipito-posterior position! This emphasizes the adverse effect of the posterior position.
The next major factor to be considered is the size of the baby. It is essential in considering-trial of labour to consider the baby-the size of the baby in relation to the maternal pelvis-for obviously the larger the baby the larger the pelvis must be for its safe passage. This can be stated in general terms only, for the position of the baby and the effectiveness of the uterine action can be determining factors in the outcome of a trial. In the series there are 2 patients who in their first pregnancies had successful forceps deliveries after trials, but who had larger babies in their second pregnancies and who both came to Cesarean section.
A successful vaginal delivery on the one occasion does not necessarily herald a vaginal delivery on a subsequent occasion.
In the present series there were 36 babies who weighed over 8 lb. on the third day. Of these 36 only 10 were delivered spontaneously, 9 by forceps and 17 by Cesarean section. It is the size of the head that counts. Mr. Derk Crichton has shown that the baby's head grows considerably in the last month of pregnancy and continues to grow when the pregnancy advances beyond the estimated date of delivery (E.D.D.), so there may still be disproportion at term even though the head enters the pelvis at the 36th week.
In our series there were 40 patients who came into labour more than eight days beyond the E.D.D. and of these 9 had spontaneous deliveries, and 31 (79 5 %) required operative delivery (either forceps or section). This would suggest that the likelihood of delivery by forceps or by section increases with the duration of the pregnancy, and this must surely be attributable in part to the increase in size of the baby. Size ofPelvis It is wrong in my opinion to decide whether a patient should or should not have a trial of labour by consideration of the size of her pelvis alone. Whilst extracting the present series of cases from our records, I discarded not a few who had true conjugates of less than 10 cm., for the foetal head in each case had been at the onset of labour in the pelvis, and hence there was no disproportion and a trial was unnecessary. The size and shape of the pelvis Many people in the past have used the diagonal conjugate as the measurement upon which to base a standard of contraction. This is not a measurement that can be made with absolute accuracy. Kaltreider (1951) has recently carried out a survey which shows the limitations of this measure. Nowadays with the greater availability of X-ray machines and radiological examinations, the measurement of the true conjugate can be made with complete accuracy.
This measurement of the true conjugate in a lateral film of the pelvis is probably the standard index of contracted pelvis in use today. There is not, however, complete uniformity of opinion as to what measurement indicates contraction, 10 cm. or less is accepted by some, 11 cm. or less by others, and even 13 cm. by one international authority. This reliance on a standard index of contraction brings to light another fallacy. Disproportion of a degree that results eventually in delivery by CQsarean section can occur in pelves where the true conjugate measurement is adequate and seemingly more than adequate-1I or even 12 cm.-due to a transverse contraction of the brim and the forepelvis, a point which has been emphasized by Professor Chassar Moir.
It would seem that transverse contraction of the pelvis is lost sight of for it receives no mention in so many Hospital reports of today. This may be due to the fact that in the Maternity Medical Report as drawn up by the College, there is no specific mention of transverse measurements under the heading of contracted pelvis. Nor is,there any mention of cephalo-pelvic relationship.
Transverse measurements can be obtained only on supero-inferior views of the brim, and although I believe the lateral film, and by this I mean the erect lateral film, will provide almost all the information required of a pelvis, a supero-inferior view must be taken in those cases of disproportion where clinical examination of the pelvis has revealed a narrowing of the forepelvis .  TABLE II1.-TRUE CONJUGATE IN CENTIMETRES AND TYPE OF DELIVERY 8 5-9 9-9.5 9 5-10 10-10-5 10-5-11 11-11*5 11*5- Tabie III: Of the 119 whose films I have examined in detail and measured, 46 (38-65 %) had a true conjugate measurement of 10 cm. or less, and 74 (62-18%) of 10-5 or less.
Midplane and outlet contractions do not, in my opinion, exist as separate entities. If they are present, then contraction of the upper pelvis is present as well, with one exception, the kyphotic pelvis.
The late Professor Marshall Allan, one time Assistant Master of the Rotunda Hospital and later Professor of Obstetrics and Gynecology at the University of Melbourne, used to say that once a foetal head had gone into the pelvis it would come out below. He had not seen a midplane nor outlet contraction per se which had prevented a successful vaginal delivery. In this my colleague Mr. J. A. Stallworthy and I are in complete agreement. If midplane and outlet contraction are present to such a degree that successful vaginal delivery is impossible, then contraction is present in the upper pelvis to such an extent as to prevent the foetal head entering the pelvic cavity. In the past five years over 13,000 deliveries have taken place in our department, and not one case has occurred to disprove this. We deplore the tendency in some circles to perform elective Cesarean section in alleged contracted outlet.
What measures are there available by which we may attempt to predict the outcome of labour in a -trial? There are, broadly speaking, two methods, clinical examination and radiological pelvimetry. In our department we use both, we believe in both. Is it possible by one method or the other or by both to predict the outcome of labour with 100% accuracy in these border-line cases that are submitted to trial? The answer is NO. If we keep this fact before us then perhaps we can view the problem dispassionately. With regard to radiological prediction of the outcome of labour in these cases there is no doubt of the value of intrapartum radiography to show the position of the foetal head in relation to the brim of the pelvis. In a trial of labour it is often difficult to palpate and assess accurately the level of the foetal head.
Kaltreider (1951) , said "there seemed to be only one valid conclusion: in all pelves with a vertex presentation, without previous Cesarean section, there must be a trial of labour" (in other words there is practically no place for elective Caesarean section in the treatment of disproportion). "The handling of a suspect inlet contraction", he says, "is an art not a science." Further, "Actually the only possible thing in favour of the elective procedure is convenience to the obstetrician".
In August-a month before Kaltreider's independent publication in America-E. P. Allen and I (1951) wrote: "It appears to us there is no method of assessment of the inlet level which will allow a firm prediction to be given as to whether or not vaginal delivery will occur" and further "It is our opinion that, provided the presentation is a vertex and there are no other contra-indications, a full trial of labour is justified in practically every case of inlet contraction, and this can be embarked upon without prejudice to the mother or to the child". Radiological Prediction of the Outcome ofLabour For any method to be absolutely successful it must be effective in the hands of all radiologists and obstetricians and not only in the hands of those who conceived it. It is by this and this alone that any method can hope to stand the test of time. As Kaltreider remarked after his investigation "it seems rather obvious from the results demonstrated that when the various criteria for inlet contraction are projected into use by another obstetrician their use is somewhat limited".
In assessing the value of prediction methods, too, we have to remember that what the obstetrician Wants to know is whether vaginal delivery will be possible. It is difficult to forecast this when the baby's head has to be taken into account for cephalometry is such an uncertain procedure. Moreover, the higher the head, i.e. the further it is away from the brim, the more inaccurate does cephalometry become. And these are the cases, when the head-fitting test cannot be applied easily, in which the clinician requires help-and yet unfortunately the inaccuracy is greatest.
If this is true, then how can the outcome of labour be forecast consistently by radiological methods? Finally, when predictions are made it is important to assess their accuracy not on the overall figures but on the border-line cases. The figures published by Williams and Phillips (1946) illustrate this point. They have an overall accuracy of over 90% correct predictions, but in the border-line (Group C) cases the prognosis was wrong in 13 of 24 assessable cases, i.e. the error was over 50%. There is also a 50% error reported by Williams and Arthure (1949) . Even in expert hands there is a very considerable error in the prediction of border-line cases.
These points are emphasized not to decry the attempts that have been made to forecast the outcome of labour in a trial, but rather to stress the dangers that are inherent in this practice of relying on sj.ch predictions. These predictions are a great source of comfort to the obstetrician whose answer to all cases of dystocia is elective Caesarean section. If he is unsure of his conduct of a trial or if he is not prepared to spend many weary long hours with a patient by day and by night, then he is delighted to have a radiologist's prediction which forecasts a degree of contraction or unshapeliness which he interprets as critical and so justifies his elective operation. Many series can be quoted to illustrate this point (Allen and Hawksworth, 1951) . Pelvimetry in many hands undoubtedly increases the incidence of obstetrical interference and there lies, unfortunately, its greatest danger. It is our practice to use X-ray examinations freely but to keen them as ancillary aids and nothing more.
In conclusion I shall refer to Table IV . This is the an. lysis of the cases submitted to a trial of labour in our Department during the last four years. Table 1V .-These results are those of a departmental team and show, I believe, the lengths to which trial of labour may be carried by those who are prepared to devote time and care to obtain good results.
In summing up, I would make a plea for: A trial of labour in all cases of cephalopelvic disproportion, unless there is gross pelvic deformity. An assessment of disproportion rather than a statement only of contracted pelves.
If contracted pelves are to be spoken of, then the transverse brim measurements should be stated as well as the true conjugate.
The trial should be continued preferably to full dilatation with membranes ruptured-providing the labour is advancing and there is no maternal nor faetal distress. It is well to remember that as long as the cervix is dilating the labour is progressing. Descent may not take place until the membranes have ruptured, and frequently not until full dilatation is reached.
That the limitations of radiological pelvimetry be realized, and especially the radiological forecasts of the outcome of labour, and that we use them as they should be used-as ancillary aids to clinical judgment-and no more and no less.
That the safety limits in a trial be not judged entirely upon number of hours but by the maternal and faetal condition both during and after labour.
Finally that by perfecting the art and practice of obstetrics we strive as always to achieve a live baby and a triumphant contented mother. nature to force down the head." This presumably refers to his "Traite complet des accouchemens", Paris, 1721, as it is there that La Motte applies podalic version to head presentation.
Couvelaire, pupil of Pinard, was, I believe, the man who launched the phrase "trial of labour" in 1892, saying (and I translate freely) "Must we then conclude that one should await the trial of labour to make thereby an adequate pelvic assessment? Certainly not. For," he added, "operative interference in late labour is perilous, and medical art ought to be able to predict cephalo-pelvic disproportion before then".
But the trial of labour as we understand it today only came into being with the advent of reasonably safe Casarean section, so that we now have the alternatives of vaginal or abdominal delivery. It is quite clear that in most cases one may confidently predict safe vaginal delivery, while in some cases delivery of a healthy child can only be achieved by CQsarean section. But between these two groups lies another, increasing in its scope, where we are uncertain of the issue, and this group of cases may be given the trial of labour.
In the decade of the First World War, CQsarean section in labour still carried a high maternal mortality, and for this reason was resorted to comparatively rarely. Thus Campbell (1920) reported 92 cases of Cesarean section performed late in labour with a maternal mortality of 15-5 per'cent, and Holland (1921) a maternal mortality of 10-7 per cent. Bailey (1926) , however, reported the results of a series of trials of labour in which lower segment CQsarean section was performed in 38 cases, and his maternal mortality in these was nil, and foetal mortality 4'2 per cent.
With the advent of the lower segment operation, blood transfusion, and antibiotics, and the concentration, because of the falling birth rate, on feetal survival, CQsarean section in labour has becodie commonplace. So much so, indeed, that few obstetricians in this country today have any ;wide experience of the complicated intra-vaginal and intra-uterine manceuvres whose descriptions fill the pages of the older editions of standard textbooks.
It was natural that at first the trial of labour should be applied only to cases of cephalopelvic disproportion, but since Browne (1922) driew attention to the frequency of intra-natal foetal pneumonia where labour is slow there has been a gradually increasing awareness of the dangers brought to the foetus by prolonged labour. Rudolph, in 1933, remarked the existence of two schools of thought when trial of labour was employed in contracted pelvis: the "anatomico-physiologic", where the trial involved the 2nd stage lasting for 2 hours with good pains, and the "clinical", where other Section of Obstetrics and Gyncecology 533less harsh criteria were employed. He believed that in teaching undergraduates only the former definition should be employed, although he recognized that with increasing experience the "clinical" trial could be used. The belief that the trial of labour should be employed only in cephalopelvic disproportion has been perpetuated, perhaps rightly, in the modern editions of standard textbooks. Thus in DeLee and Greenhill's "Principles and Practice of Obstetrics", 9th edition (1948) the test or trial of labour is referred to (p. 915) only in respect of disproportion. The same is true of "Operative Obstetrics" by Munro Kerr and Chassar Moir in the 1949 edition (p. 335).
In the last twenty years, however, it has become evident that the term "trial of labour" is being much more widely employed. For example, McLane (1930) , writing on vaginal delivery following Ciesarean section, states that he sees no reason for subjecting certain selected p#tients to anqther section without a thorough trial of labour.
In conversation with Obstetricians from other centres both in this country and abroad I have been struck with the obvious acceptance of the term "trial of labour" in regard to many conditions in addition to disproportion where the course of labour cannot reasonably be foretold.
I have therefore attempted to find out what in fact is present practice in this respect, and to this end have obtained from 4 hospitals in this country-2 teaching and 2 non-teaching-details of cases which in the last five years have been given a "trial of labour". They are illuminating.
Thus in a total of 14,278 deliveries which took place in the 4 hospitals in five years, there were 566 eases designated as "trial of labour". Of these, in only 164 cases was cephalopelvic disproportion the sole indication. 0 tempora, O mores! What then were the other indications? Broadly speaking, they fall into 6 groups. Table It shows these groups and their significance. To this I would add another group-cases where surgical induction has been performed. I believe that one should never perform a surgical induction of labour (where the feetus is of 34 weeks' maturity or more, and is normal) unless one is prepared to "back it up" with a Ciesarean section if delivery is not imminent at the end of forty-eight hours, because after this time the feetal risk rises sharply to a serious level. The next table (Table III) is of interest, as it shows the benefits to the foetus associated with the application of the forty-eight-hour rule. In the latter series, all cases conducted at Hammersmith Hospital, the inductions were largely for pre-eclamptic toxxvmia, prolonged pregnancy, or unstable presentation. In this connection it is worthy of note that the "unripe" cervix does not contra-indicate the performance of surgical induction. A recent statistical survey by one of my assistants and Meagher, 1952) shows that there is no serious delay in the onset of labour in this condition, when'compared with that with a "ripe" cervix. I believe that the restriction of the use of trial of labour to cephalopelvic disproportion is outdated, and that it should be, and is being, used in any cases in wiich special supervision should be' exercised, and the labour conducted in an institution where operative interference can be initiatedd in good-time and in proper surroundings.,
Let us see what are the results of such a system. In'the period covered by this survey, a total of 14,278 deliveries occurred in the 4 hospitals. If we accept for this series the Registrar-General's 1948 figure for maternal mortality of 0-86/1,000 (corrected) we can compare it with the 566 cases of trial of labour in which the maternal mortality was nil. Of course many of the deaths occurring in the total series were due to intercurrent disease, etc., and these conditions prevented the use of trial of labour, in which group none of them appear.
The stillbirth and neonatal dcath rate (Table V) was 48 per 1,000 in the whole,series, and 24-7 per 1,000 in the cases'of trial of labour. 
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If we allow that 50 % of the mortality in the whole series was due to prematurity, we find that the corrected stillbirth and neonatal death rate is roughly equalled by that in the cases of trial of labourand these were all cases in which possible difficulty was foreseen.
The Cesarean section rate in the whole series was 4-5 % and in the cases of trial of labour 22*8 %, which is lower than might have been expected. Vivian Barnett (1942) found a section rate of 40 3 %, though in all his 57 cases disproportion was present. At Hammersmith Hospital in the period under survey there were 69 cases of contracted pelvis treated by trial of labour. There were 28 CQsarean sections, an incidence of 40 1 %, and two babies were lost, a feetal wastage rate of 2*9 % for the total series compared with that in Barnett's series (15 8 %).
It is obvious that as our knowledge of the art of obstetrics advances, new indications for the trial of labour will arise. I can hear someone saying that soon every child not born by elective section or "B.B.A." will arrive as the end-result of a trial of labour. But this will never be so, for advancing knowledge will not only bring new indications, but will also invalidate some old ones such as preeclamptic toxaemia or inertia.
I would draw your attention to an interesting feature of many of these cases of trial of labour the -"double hazard". By this I mean that the patient started her labour with two "handicaps", as Mr. Aleck Bourne calls them, each of which in itself did not constitute a clear indication for trial of labour or CQesarean section, but the sum of the two indicated special care in the conduct of labour. It will be seen that the Cesarean section rate and foetal loss are significantly higher (35 6% and 36/1,000) in this group, but the remainder had a vaginal delivery and a live baby. Examples of the double hazard are the elderly infertile woman with mild pre-eclamptic toxwmia, and slight disproportion with mild pre-eclampsia.
When trial of labour is performed for disproportion I would suggest that this be called a cephalopelvic test, but grouped with all the other cases under the general term "trial of labour". This wide application of the latter term conveys to all concerned with the case the necessity for close supervision, whatever the indication.
There is no doubt that Couvelaire (loc. cit.) was right when he referred to the dangers of operative interference (he used the word "improvisation") late in labour. Today, thanks to earlier interference, the antibiotics, transfusion, and improved anwsthesia, the danger to the mother is reduced nearly to negligible proportions, but the danger to the feetus from asphyxia and infection is still great, as shown recently by Eastman. The label "trial of labour" increases the chance of operative interference being undertaken in good time and in proper circumstances.
I have attempted to show, then, that the trial of labour is widely, and wisely, practised today for many reasons other than that of cephalopelvic disproportion; that its results fully justify its employment; and that the indications for its use are likely to expand.
I would end with a plea to the Royal College that among the many headings in its model maternity report some nook be found for "trial of labour" in its own right, and not simply as an appendage to "Contracted. Pelvis".
Finally I must acknowledge my gratitude to THE primary concern of this paper' is the measurement of the size of the foetal head with particular reference to the diagnosis of disproportion, and the author's observations are also directed towards the main subject under consideration by the meeting, namnely "The present conception of the trial of labour".
Radiological cephalopelvimetry is frequently performed before term and appropriate allowance must therefore be made for the subsequent growth of the foetal head in order to appreciate the cephalopelvic relationship which will exist at term. The average growth rate of the bi-parietal diameter of 34 cases in the present investigation was found to be 1 millimetre per week. It follows from this slow growth rate that a head which will be large at term is already moderately big by the 37th week of pregnancy. A particularly interesting finding in a further 9 cases was that a similar growth rate continues when pregnancy progresses two to three weeks beyond term.
It is also necessary to consider the consequences of flexion and moulding of the foetal head, because it is by producing these changes that uterine action is sometimes capable of effecting a vaginal delivery despite the presence of seemingly insuperable disproportion. Thus if we consider the average head of a 71 lb. baby, the area of head engagement measures 87 sq. cm. if the head is deflexed, but if it flexes the area is reduced to 72 sq. cm. Furthermore, whereas average moulding of a deflexed head only reduces the presenting area to 82 sq. cm., average moulding of a flexed head reduces the presenting *area to 65 sq. cm. Consequently, the total reduction of the presenting area of a deflexed head which is produced by flexion and average moulding is about 25 %. For this reason it is important to realize that even if cephalometry were to be completely accurate in establishing the antepartum size of the foetal head, this size may be greatly exaggerated or reduced by many factors during labour, and corresponding alterations in cephalopelvic ratio will result.
Many radiological methods of cephalometry may be employed to help determine whether or not a foetal head will pass through a particular pelvis. These methods rely, either upon measurement of the length of a diameter of the skull, or upon measurement of its average cranial circumference (which is indicative of its volume), and the reliance which is placed upon the accuracy of the results obtained varies with different observers.
If the cranial measurements are compared of babies weighing 5j and 10i lb., the average cranial circumference (as measured with a map measure) has the greatest "practical range", namely 5-5 cm. 'The method of cephalometry also possesses the advantage that head measurement can be made in all positions of the head. It is unfortunate, however, that this method of cephalometry is not a precision 'This paper was based upon clinical material examined in the Nuffield Department and the Area 'Department of Obstetrics and Gynvcology, Oxford.
The radiology and the majority of the radiography was undertaken personally. Two hundred and fourteen -patients, who had been referred with a clinical diagnosis of disproportion, were examined by Moir's (1949) method of cephalopelvimetry. An additional application was made of Ball's (1935) principles of cephalometry 4whereby the average cranial circumferencd is measu'red). The accuracy of antenatal cephalometry was checked by radiological post-natal cephalometry in 170 babies. Further radiographs designed to assess cranial moulding were taken of 90 of these babies.
